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Metamucil does GHOWUEH 


In constipation, Metamucil produces SOFT, easy stools and activates gen- 
tle peristalsis. By adsorbing and retaining water within the stool Metamucil 
prevents hard feces from forming. And it adds to intestinal residue a soft, 
plastic bulk which ACTIVATES the normal reflex activity of peristalsis. 





Metamucil is a brand of psyllium hydrophilic mucilloid with dextrose. 


RY We BS) 



















CONTENTS 


Features 113 Clinical Analysis of Meprobamate 
in Pruritus Ani 


Robert Ehrlich, M.D. 





116 Newer Developments in Proctology 
Alfred J. Cantor, M.D. 


130 Rectal Suppositories: Their Use in Internal 
Medicine 
Lester S. Blumenthal, M.D. 
Marvin Fuchs, M.D. 





139 Spontaneous Healing of Large Rectovaginal 
Fistula 
Hugh G. Bell, M.D. 


gen- 
nucil ostmaster: If undeliv- The American Journal of Proctology is published bimonthly by the American 
ye please send form Journal of Proctology, Inc. with publication offices at 34 North Crystal Street, 

soft 3579 40. the. American East Stroudsburg, Pa. Business and Advertising offices at 1447 Northern Boulevard, 
? Manhasset, N. Y. Editorial office at 147-41 Sanford Avenue, Flushing 55, N. Y. 

: Journal of Proctology, Copyrighted 1959 by the American Journal of Proctology, Inc. Subscription rates 
alsis. 1447 Northern Boule- United States and Pan-American Union, | year, $6.00; 2 years, $10.00. (Foreign 


vard, Manhasset, New $6.50 and $11.00.) Entered as second class matter at the Post Office at East 
York. Stroudsburg, Pa. 


(Vol. 10, No. 2) APRIL, 1959 81 














tee + ee Be 


and safety 


dyclonine hydrochloride 
; the unsurpassed topical anesthetic 
k for 
q instrumentations 
examinations 

pain 

pruritus 


DYCLONE does more...safely...than any 
other topical anesthetic because it is 
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as convenient tablets... only 1 to 3 daily 


for bulk 


Celginace 


Calcium and sodium alginates and dioctyl sodium sul- 
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depression of appetite. 
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Greater comfort...faster healing 
after anorectal Surgery 


soft cotton flannel pads saturated 
with witch hazel (50%) and 
glycerine (10%), pH about 4.6 


Postsurgical patients appreciate the extra comfort, the “extra attention” 
of TUCKS: Hemostatic 
Soothing and astringent Prevents false union of raw surfaces 
Not greasy Almost no risk of sensitizing 
2 Allows free drainage m Easily kept in place 
Always handy, eliminating time and expense of special preparations. 
This is why many surgeons order TUCKS for the patient’s bedside. 
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LETTERS 
To The Editor 





This department is offered as an Open Forum 
| for the discussion of topical medical issues. All 
letters must be signed. However, to protect the 
identity of writers who are invited to comment 
on controversial subjects, names will be omitted 
when requested. 


with T 


Dear Sir: 


My compliments to Dr. Escudero of the st 
Uruguay for his excellent article in the roduc 
last issue of your Journal—Caudal In- p 
In Acute, Subacute and Chronic Dermatoses testine. This is basic work, observations anti-in 


of considerable interest to all proctolo- 
gists and general surgeons, and I should 


like to see more of the same in future For anti- 

kK: issues. the key t 
A ® Sincerely, more rap 
‘ TARCOR N J.L., Texas Topical L 
c P.S. I was also glad to see an article uniform} 
” on surgery of the pyloric sphincter. Inas- at the sit 
i: much as your Journal is devoted to In Topice 
: ™ gastroenterology as well as proctology, predniso! 
k NEO-TARCORTIN we should have a balance of articles in crystal-cl 
H both fields. develope 
r If your p 
‘ FROM THE EDITOR disappoit 
I want to thank the many readers who the thera 

have written to the Editor. Some of the invisibly, 

letters have been critical, but in a con- suplied: 0 

structive fashion. Most of the letters— sulfate) an 

indeed, the vast majority—have been squeeze be 

highly complimentary. Both types of NEO-HYDE 

letter writers are appreciated. _— 

Constructive criticism is essential for 

progress. The Academy motto—Truth ‘i 


is Change—reflects the need for con- 
structive criticism, and the resultant 


change. 
—Concluded on page 106 €> | 
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vith Topical Lotion NEQ-HYDELTRASOL 
the steroid is in true solution — 
producing prompt and more effective 
anti-inflammatory activity 


for anti-inflammatory purposes, solubility of the steroid is 
the key to its effectiveness. Diffusion to the skin surface is 
more rapid when the steroid is in true solution!—as it is in 
Topical Lotion NEO-HYDELTRASOL. This helps assure 
uniformly high, more effective levels of prednisolone 

at the site of the lesion. 


In Topical Lotion NEO-HYDELTRASOL the highly soluble 
prednisolone 21-phosphate is in the ionic state—in a 
crystal-clear, water-miscible vehicle that has been specially 
developed to enhance penetration of the skin. 


lf your present topical steroid preparation has proved 
disappointing, Topical Lotion NEO-HYDELTRASOL may be 
the therapy of choice. It spreads smoothly, evenly and 
invisibly, and has no sting, stain or unpleasant odor. 
supplied: 0.5% Topical Lotion NEO-HYDELTRASOL (with neomycin 
sulfate) and 0.5% Topical Lotion HYDELTRASOL®. In 15 cc. plastic 
squeeze bottles. Also available as 0.5% Topical Ointment 
NEO-HYDELTRASOL (with neomycin sulfate) and 0.5% Topical Ointment before 
HYDELTRASOL. In 5 Gm. and 15 Gm. tubes. 

1. Shelmire, J.B., Jr.: A.M.A. Arch. Dermat. 78:191, August 1958. 
HYDELTRASOL and NEO-HYDELTRASOL are trademarks of Merck & Co., INC. 
©1959 Merck & Co., INC. 
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RECTAL SPECULUM 


A practical instrument for 
clear, unobstructed examina- 
tions. Slot 114” long by 7%’’ 
wide offers adequate area 
for surgery or injection.. 
Equipped with metal ob- 
durator for ease of insertion. 

Product of the largest 
American manufacturer of 
non-illuminated rectal spec- 
ula, retractors, hooks and 
probes. Available through 
reputable surgical supply 
dealers. 


809 N.19th St., Phila. © 30, Pa. 
MANUFACTURERS AND WHOLESALERS 











LETTERS TO THE EDITOR 


—Concluded from page 100 





There have been many letters asking 
for information on the Annual Teaching 
Seminars. First, there is no registration 
fee, and interns are very welcome in- 
deed. There is no registration fee for 
any physician, whether or not he is affili- 
ated with the Academy. 

Second, the Scientific Sessions will be 
held the 6th, 7th, 8th, and 9th. April 
4th and 5th are for organizational meet- 
ings, and are not open to the public. 

There will be papers on the medical 
aspects of proctology, the surgical as- 
pects, the psychosomatic aspects, office 
surgery, etcetera. No single phase will 
be emphasized. 

For the first time, there will be a 
presentation on hypnosis in proctology. 
The author of this paper, Dr. F. John 
Mahrer, has offered to present a full 
evening of instruction in surgical hyp- 
nosis, Monday, April 6th, 1959. Please 
indicate your interest in this evening 
of instruction—which is also without 
fee—by mail, by telephone, or person- 
ally when you register—so that appro- 
priate accommodations can be arranged 
for this special session. 

The Annual Dinner Dance—Wednes- 
day evening, April 8th, 1959, may be 
attended by any physician, and his non- 
medical friends, again—whether or not 
affiliated with the Academy. This is 
probably the greatest Dinner-Dance en- 
tertainment value in New York City! 
Please write directly to this office for 
Dinner-Dance tickets, ($15.00 per per- 
son). See you in New York! 


THE EDITOR 
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Clinical Analysis of 


Meprobamate 


in Pruritus Ani 


ROBERT EHRLICH, M.D., Boston, Massachusetts 


te concept of sedation as 
an adjunct to dermatologic practice is 
not a new one, but the availability of 
tranquilizing agents has revitalized this 
approach. 

The role played by anxiety, emotional 
stress and nervous tension in the patho- 
genesis of an inflammatory dermatosis 
is substantiated by Sulzberger,’ and 
others.” * 

The control of pruritus ani is fre. 
quently resistant or problematic, there- 
fore, the clinical exploration of a poten- 
tial facet in the pathogenesis and treat- 
ment of anal pruritus was prompted. 

Rationale for Meprobamate* The 
indication for tranquilizers can be drawn 
from Sulzberger’s* discussion of an im- 
portant phase of the genesis of an itch. 
He stated that principal factors in a de- 
velopment of pathologic itching may be 
classified as increased central irritability 
and organic or psychogenic alteration of 
the threshold of central perception. 
When one thinks about itching, or ob- 
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serves others scratching, most of us be- 
come conscious of a sensation of itch- 
ing in various parts of our own skin. In 
the same manner, psychic functional or 
organic disease, especially in the centers 
of the hypothalmus, can lower the thresh- 
old of perception of itching, with the 
result that cutaneous sensation ordinarily 
disregarded is recorded as pruritus. 


Clinical Material This study is 
based on the evaluation of sixty-two 
patients with the complaint of pruritus 
ani. Fifty-two patients were treated with 
meprobamate and ten patients with a 
placebo. 

This group consisted of thirty-nine 
males and twenty-three females, rang- 
ing in age from eighteen to seventy- 
three. 

The group was selective inasmuch as 
pruritus cases which appeared to be 





*Equanil was supplied by Wyeth Laboratories, 
Philadelphia, Pennsylvania. 


113 








TABLE I: DURATION OF PRURITUS ANI 























NUMBER OF CASES 

1-3 months 12 
3-6 months 14 
6-12 months I 
1-5 years 9 
5-10 years 6 

Total | 52 

obviously attributable to anorectal 


pathology such as hemorrhoids, fissures 
or fistulae, were eliminated. Therefore, 
the clinical picture, for the most part, 
was that of either primary pruritus or 
secondary to perianal dermatitis. 


Method of Study Each patient was 
interrogated as to whether the pruritus 
was in any way influenced by the ten- 
sions or emotional stress which was in 
his or her pattern of living. Secondly, 
as to whether they were awakened at 
night with the urge to scratch, or, if they 
were aware of scratching during sup- 
posed sleeping hours. The duration of 
pruritus is summarized in Table I. 

Before administration of meproba- 
mate, patients were asked to desist from 
using any previous medication. Admin- 
istration of the drug was given without 
influence of suggestion. 

The dosage varied between one to 
two tablets, four times daily. The initial 
dosage was one tablet four times daily, 
and was increased to two tablets four 
times daily if no improvement was mani- 
fest. Observation of therapy averaged a 
four week period. Each case was evalu- 
ated from the standpoint of frequency 
or inteusity of itch and the appearance 
of the perianal skin. Comparative evalua- 
tion was made before, during and fol- 
lowing therapy with meprobamate. 

At the end of the four week period, 
supplementary treatment was instituted 


to determine the increments of improve- 
ment in both the improved and unim- 
proved groups for combined local and 
systemic therapy. 

In a Control Study, ten patients were 
given a placebo identical to the mepro- 
bamate tablet. They were observed and 
evaluated as described above. 


Results of Therapy The criteria 
for evaluation were as follows: (1) the 
effect on nervous tension (2) influence 
on sleep (3) frequency and intensity of 


pruritus (4) appearance of perianal skin. 


TABLE II: RESULTS OF THERAPY 

















IMPROVED|NOT IMPROVED 
Nervous Tension 43(83%) 9(17%) 
Influence on Sleep | 46(88%) 6(12%) 
Effect on Pruritus 39(73%) 13(27%) 
Dermatitis 30(57%, ) 22(43%, ) 








In the group of fifty-two patients 
treated, the results are summarized in 
Table II. It will be noted that nervous 
tension was lessened in 83% and sleep 
improved in 88% of the treated group. 
The pruritus was favorably effected in 
73% of the patients, while the perianal 
dermatitis showed improvement in 57%. 

Tranquilization in itself is not the 
panacea for the control of anal pruritus, 
but certainly it is evident that it is an 
important facet in the stabilization of 
the pruritic patient. 

The administration of tranquilizing 
drugs stems from the great need to re- 
duce anxiety, nervous tension, emotional 
stress and, in turn pruritus, rather than 
as a specific antipruritic agent. 

The mitigation of nervous tension and 
subsequent improved sleep influenced 
the amelioration of pruritus. The derma- 
titis was not so strikingly resolved, but 
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in the majority of cases it was improved. 
It became obvious that many patients 
were able to restrain themselves from 
scratching, thus interrupting the scratch- 
itch cycle which permitted degrees of 
resolution of the inflammatory skin. 


The only side reaction encountered 
was that of drowsiness. In most in- 
stances this abated after a few days of 
treatment. In those cases in which it 
did not, the dosage was reduced to a 


level of tolerance. 


2 


Summary 


Fifty-two patients with pruritus ani 
were treated with meprobamate and 
ten patients with a placebo. 

It is apparent that a tension state 
is frequently associated with anal 
pruritus either as a prelude or the 
result of the pruritus. 


Meprobamate was effective in re- 
ducing the nervous tension and loss 
of sleep concomitant with the pru- 
ritic state. 

In turn, the pruritus and perianal 
dermatitis were improved in the ma- 
jority of the cases. 
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Resumen 


Se trataron cincuenta y dos en- 
fermos que sufrian prurito anal con 
meprobamato y diez pacientes con un 
placebo. 

Se sabido que existen estados de 
tensioén asociados frecuentemente con 
el prurito anal, sea en su comienzo o 
como resultado. 


El meprobamato fué efectivo para 
reducir la tensién nerviosa y perdida 
del sueno concomitantes con el estado 
pruriginoso, Ademas, tanto el prurito 
como la dermatitis perianal mejo- 
raron mucho en la mayoria de los 


casos. 
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Newer Developments 


in Proctology 


_ is a_ relatively 
new specialty. It is only about fifty 
years old. Indeed, the newer develop- 
ments in proctology are little more 
than eleven years old. For example, the 
modern concepts of ambulatory proc- 
tology were first published in textbook 
form in 1946' and the textbook pre- 
sentation of the Psychosomatic Aspects 
of Proctology? appeared in 1951. 

The true scope of proctology is only 
now being recognized, and will be pre- 
sented in its fullest form in this article. 
It will be seen that an understanding 
of the proper field of proctology stems 
from a background of general semantics 
and psychosomatic medicine. The role 
of nutrition in proctology has never 
been fully acknowledged. This, too, will 
be presented for the first time in this 
article. 

There have been new developments, 
and the reactivation of old ideas, in the 
management of malignancy of the colon. 
The role of the proctologist as the major 
proponent of prevention in carcinoma 
of the colon, has been universally rec- 


ALFRED J. CANTOR, M.D. 
Flushing, New York 


ognized during the past ten years, and 
will be emphasized in this presentation. 
We will speak of the natural life history 
of malignancy, the role of fulguration 
in certain types of malignant neoplasms, 
the use of Yttrium-ninety in circum- 
scribed neoplastic lesions, chemosurgery, 
and the newer diagnostic procedures. 

There will be a discussion of sub- 
mucosal rectal nodules of various types 
and their relationship to malignancy, 
the Peutz-Jeghers syndrome, and pneu- 
matosis cystoides intestinalis. Endemic 
histoplasmosis will be described. 

In a presentation of this nature we 
are concerned, however, more with the 
broad perspective of proctology than 
we are with the individual contributions 
in diagnosis and therapy. We must es- 
tablish direction if proctology is to 
make further progress. Once the true 
scope of proctology is recognized, and 
its fundamental base understood, new 
developments will follow rapidly. 

The Scope of Proctology To 
understand the full scope and proper 
field of the proctologist, we must know 


116 THE AMERICAN JOURNAL OF PROCTOLOGY 











a bit about the history of proctology, 
and a good deal about semantics, gen- 
eral semantics and psychosomatic medi- 
cine. These seemingly unrelated sub- 
jects will be integrated in our final con- 
cept of the true field of proctology. 

The first proctologist was the itinerant 
injection therapist. He traveled the coun- 
tryside with his secret formula for the 
injection treatment of hemorrhoids. 
Gradually, as the proper role of injec- 
tion therapy became understood, defi- 
nite criteria were established, and in- 
jection therapy became part of every 
proctologist’s armamentarium. The proc- 
tologist, at this stage, limited his work 
to diseases of the anorectal region. If 
he had had little or no surgical train- 
ing, the limitation was still more cir- 
cumscribed to injection therapy only. 
The degree of surgical training often 
determined the percentage of patients 
for whom surgery was prescribed. This 
is true even today. 

The Clapesattle history of the Mayo 
Clinic® well indicates the initial hap- 
hazard direction of the development of 
proctology. 

“For many years diagnosis by use of 
the proctoscope, an instrument that 
permits the doctor to make a direct 
examination of the rectum, was one of 
the incidental duties of the urologist. 
Then one day Dr. Will remarked casu- 
ally to Dr. Louis A. Buie, one of the 
younger associates of the section, that 
there was a big opportunity waiting for 
someone enterprising enough to con- 
centrate on proctology. Because no one 
seemed to like the idea of spending his 
days examining and treating rectums, 
a great many persons were suffering 
from uncorrected deformities or diseases 
of that body part, and though they 
were not very ill—perhaps—because the 
(Vol. 10, No. 2) APRIL, 1959 


serious cases were treated—they were 
decidedly uncomfortable and would seek 
relief if it were available. 

“The seed fell on good soil, and by 
1919 Dr. Buie was doing so much work 
in his new field that a separate section 
of proctology was formed with him as 
its head.” 

It was shortly after this that pilonidal 
disease, a condition that apparently had 
found no particular resting place at the 
Mayo Clinic, fell to the lot of Dr. Buie, 
and subsequently to his followers in 
proctology throughout the world. 'lo- 
day, although pilonidal disease is only 
extremely rarely connected with the 
rectum, it is a recognized, accepted and 
important part of the field of proctologic 
surgery. 

With the development of proctologists 
in all parts of the United States, and 
in other countries, colon surgery gradu- 
ally became part of the field. Dr. Buie 
and his followers, however, did not ex- 
tend their scope of proctology beyond 
the anus and rectum. This is true to this 
day, and there are now two broad gen- 
eral schools of proctology—the anorectal 
surgeons and the coloproctologists. 


With the introduction of the formal- 
ized concepts of ambulatory proctology 
in 1946, a still further impetus was 
given to the development of the field. 
It now became evident that the average 
anorectal proctologic patient could be 
operated upon in a well equipped office, 
without hospitalization, without pain, 
with very little postoperative discomfort, 
could return to his home—driving his 
own car—within forty-five minutes after 
completion of the surgery, and could 
return to his usual occupation within 
one or two days after operation! 

The importance of early or immediate 
ambulation in the prevention of post- 
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operative complications was soon gen- 
erally recognized, and this principle has 
been applied to all fields of surgery. To- 
day, even those proctologists who per- 
form their surgery in hospitals utilize 
this principle by having their patients 
ambulatory in the hospital, within a day 
after surgery. The followers of the im- 
mediate ambulation concept have now 
amply proved their claims of decreased 
morbidity. 

It is therefore evident that to some 
extent proctology has grown like Topsy. 
The development of American and In- 
ternational Boards in Proctology fur- 
ther emphasizes the current dichotomy 
between anorectal and colon surgeons. 
The American Board of Proctology has 
now ceased certification for the ano- 
rectal proctologist and will only certify 
the coloproctologist. The International 
Board of Proctology, recognizing the 
continuing need for anorectal surgeons. 
and the fact that the majority of proc- 
tologists will not undergo the extensive 
training required for colon surgery, will 
certify the anorectal surgeon. 

This is obviously an artificial separa- 
tion of the facts of life, and is to some 
extent comparable to specialization in 
surgery of cataracts of the left eye only. 

It is impossible to treat a disembodied 
anus, a disembodied rectum or a dis- 
embodied colon. The anus and rectum 
troubled with hemorrhoids belongs to 
Mr. Jones or Miss Smith, and the rectum 
is troubled by the emotional disturb- 
ances of Mr. Jones or Miss Smith, the 
nutritional background, the genetic 
structure, dysfunction elsewhere in the 
intestinal tract, etc., and the general 
environment of Mr. Jones and Miss 
Smith. 

If the physician is to genuinely prac- 
tice the art of medicine, he cannot be 


a proctologist without at least a basic 

understanding of psychiatry, psycho- 

somatic medicine, and gastroenterology 

(including nutrition). These are mini- 

mum requirements. Obviously, this ex- 

tends far beyond the requirements es- 
tablished by either the American Board 
of Proctology or the International 

Board of Proctology. These are require- 

ments set by nature. 

Now we will see how general seman- 
tics and psychosomatic medicine fit into 
the development of our present concept 
of the scope of proctology. 

General Semantics deals with the re- 
action of people to words and symbols. 
I have dealt with this subject as it re- 
lates more specifically to proctology in 
the textbook, Psychosomatic Aspects of 
Surgery.*; However, we must here con- 
sider the broader implications of our 
reactions to the word “Psychosomatic” 
so that we may better understand our 
reactions to the term, “Psychosomatic 
Proctology.” 

“Psychosomatic” is now a confusing 
term with at least six meanings. 

1. Psychogenic plus somatic. This is 
fundamentally incorrect and defeats 
the purpose of the term (organism- 
as-a-whole). 

2. Somatic changes produced by psychic 
causes (part of intended meaning). 

3. Psychic changes produced by somatic 
causes (also part of intended mean- 
ing). 

4. Psychic changes associated with so- 
matic changes. 

5. Organism as a whole—mind-body 
reactions. 

6. Mind-body reactions in and to an 
environment. 

Obviously this term has outlived its 
usefulness, is now too confusing and too 
emotionally charged. If you were to 
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attend some of the meetings of the 
Academy of Psychosomatic Medicine, 
and most especially the meetings of its 
Executive Board—you would realize the 
strong feeling associated with the term. 
The word “psychosomatic” is in many 
respects even more emotionally charged 
than the terms “proctology,” “colo- 
proctology” and “ambulatory proctol- 
ogy.” 

It would do us all considerable good. 
and would be an important forward 
step in the history of medicine, if 
we would each sit back and try to 
disassociate our feelings (on an emo- 
tional level) from the facts, whenever 
we react to any of these words. 

We must seek a term to replace the 
word, “psychosomatic.” This term must 
correspond to the true structure of 
reality, and it must not be emotionally 
charged. When we have such a term 
we will then be able to make good 
progress in unexpected directions, not 
only in proctology, but in all fields of 
medicine. 

I would therefore suggest that the 
term “psychosomatic medicine” be re- 
placed by the term “non-elementalistic 
medicine.” 

This term does not arbitrarily sepa- 
rate mind and body. Indeed, it does 
not even mention these artificial entities. 
This term does not trigger any emo- 
tional content. This term does not struc- 
turally imply any sequence of causa- 
tion. This term broadens the viewpoint 
of the physician to include all phases of 
medical and related disciplines. This 
fact alone makes it essential that such 
a term be adopted. The future of medi- 
cine depends upon this type of broad 
philosophy and understanding. 

This term is structurally correct and 
corresponds with the structure of hu- 
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man reality (organism-as-a-whole-in-an- 
environment). 

This term is therefore correct from 
all the viewpoints of semantics and gen- 
eral semantics. Indeed, it is borrowed 
irom the latter discipline. 

Of course, the proctologist (and other 
specialists), must recognize that al- 
though the organism functions as a 
whole, the relative dominance of dif- 
ferent systems must be considered. A 
suggested order of dominance might 
be as follows: neural, genital, gastro- 
intestinal, etc. 

It now becomes obvious that the proc- 
tologist who really wishes to understand 
his patient must consider the patient 
from the viewpoint of non-elementalistic 
medicine. He will then see the patient 
as a whole patient, with emotional con- 
tent and physical defects, in an environ- 
ment. He will no longer see a disem- 
bodied rectum or colon. He will no 
longer be a surgical technician—not 
even an anorectal surgeon or colo- 
proctologist. 

At this stage in the history of medi- 
cine, it may seem too demanding to 
require that the proctologist be trained 
in psychiatry and psychosomatic medi- 
cine as well as in the medical and surgi- 
cal aspects of proctology. However, if 
the 
adopted in medical school training, and 


non-elementalistic viewpoint — is 
postgraduate training, this type of back- 
ground will become a prerequisite for 
every field of practice—all the special- 
ties and general practice as well. 

It is obviously not possible to develop 
this thesis further in the present paper. 
However, the importance of these con- 
cepts in the field of medical education 
must be emphasized again and again. 
The future of medicine, the health of 
the nation and the world, depends upon 
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a non-elementalistic approach. Take one 
obvious parting example. What good is 
all our surgical knowledge and _ skill, 
all our diagnostic acumen, if we over- 
look the environmental effects of atomic 
radiation upon genetic structure? In 
other words, who are we to treat when 
all are deformed, dead or dying? And 
even before that—how are we to treat 
proctologic problems when we are all 
sufiering from acute and chronic anxiety 
states? 

Nutrition in Proctology An under- 
standing of the newer developments in 
nutrition is essential to the proper prac- 
tice of all the medical specialties, in- 
cluding proctology. Jacob Reichert, 
writing in the American Journal of 
Proctology,° has pointed out the prob- 
able role of milk and milk products 
in the development of bowel motility 
patterns, and the relationship of such 
patterns to constipation and diarrhea. 

Inasmuch as gastroenterology and 
proctology are closely related (are ac- 
tually one field), we may properly take 
an example from gastroenterology. 
What value is it to treat a patient with 
peptic ulcer with the usual high fat diet 
of frequent milk and cream feedings— 
if—in the process—the arteries of that 
patient are bombarded by a_ blood 
stream full of saturated fats? In other 
words we are once again faced with 
the problem presented by the non- 
elementalistic approach to medicine— 
the problem of healing the patient’s 
ulcer without destroying the patient by 
coronary disease. 

The changing concepts in nutrition as 
they relate to cardiovascular disease 
must be made known to the physician 
so that he may apply these ideas in the 
treatment of his patients. It is impossible 
to understand constipation if the patient 





is merely given instructions to take fre- 
quent enemas, or even a prescription for 
a laxative or wetting agent preparation. 
The patient’s diet, his emotional dis- 
turbances, and the general structure and 
function of his intestinal tract, are a 
few of the factors that must be carefully 
investigated to really understand and 
treat the simple entity of constipation. 

The relationship of diet to nontropi- 
cal sprue should be mentioned. 

Nontropical sprue should be suspected 
in every case of diarrhea, in active or 
latent tetany, in dependent edema with- 
out other obvious cause, macrocytic 
anemia, and in patients without liver 
disease and with free stomach acid. 

In this disease there is malabsorption 
of all nutrients, including vitamins, min- 
erals and water. This results in defi- 
ciency states, and the only treatment at 
this point is to control the malnutrition 
and ccrrect the deficiency states. Steroid 
therapy is beneficial during periods of 
relapse, but only as a supplement to 
proper diet. The diet needs to be high 
in carbohydrate and protein content, 
and low in fat. It should be gluten-free. 
This all too brief exposition of the 
therapy of nontropical sprue should em- 
phasize to the proctologist that he needs 
to be well versed in both gastroenter- 
ology and nutrition if he is to under- 
stand and treat certain types of diarrhea. 
But we need not go so far afield. 

Proper wound healing requires care- 
ful attention to the diet of the post- 
operative patient. This diet must be high 
protein, high vitamin, relatively low 
carbohydrate and low in saturated fats. 
The amount of saturated and unsatu- 
rated fats prescribed may vary with the 
age and general cardiovascular status of 
the patient. Again, non-elementalistic 
medicine comes to the fore, and it is 
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demanded of the physician that he un- 
derstand nutrition, cardiovascular dis- 
ease, and the ever-present emotional 
needs of the patient—if he is to pro- 
vide the best possible postoperative 
healing. 

Each of the subjects that I touch upon 
in the present paper is worthy of a book 
in its own right. I can therefore only 
speak of the broad aspects, the philo- 
sophic implications, in this presentation. 
However, if the non-elementalistic con- 
cept is transmitted to the reader, he will 
have little difficulty in developing his 
own ideas along these lines. He will 
then recognize, as I would have him 
know, that he cannot practice proctology 
in a vacuum. He must understand nu- 
trition, psychiatry, virology, etc., and 
apply his understanding to the needs of 
his patients, as part of the art of proc- 
tology. 

Virology and the Echo Viruses 
The newer developments in virology, 
particularly those presented by Stanley 
at the Third National Cancer Confer- 
ence Proceeding, should be known to 
the physician. I will not attempt to do 
more than touch upon a few of Stanley’s 
concepts. Stanley suggests, with con- 
siderable authoritative background, that 
the probability of a virus etiology for 
human malignancy is very great. With 
present virology technics it should be 
possible to develop proper experimental 
studies to test this concept. 

There are dozens of viruses in the 
intestinal tract that have recently been 
identified. However, we do not know 
what diseases these viruses cause. These 
Echo viruses may be important factors 
in the etiology of malignancy, or—as 
I have pointed out in my own previous 
writings—in the etiology of ulcerative 
colitis. 
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Therefore, the proctologist who prac- 
tices non-elementalistic medicine should 
be in the forefront of understanding and 
guidance in the development of studies 
relating to the viruses of the intestinal 
traet. These are literally viruses in 
search of a disease. 

I have editorialized on this in the 
American Journal of Proctology, and 
will not elaborate upon it further at this 
point. However, let me once again enter 
my plea that the proctologist make every 
interest his hospitals, his 
schools, and his philanthropic friends 
and patients in the development and 
support of research projects in virology. 


Malignancy At the Ninth Annual 


Teaching Seminar of the International 
of Proctology Dr. Alfred 


Strauss once again presented his con- 


efiort to 


Academy 


cepts of the fulguration therapy of 
malignancy of the posterior wall of the 
rectum below the peritoneal reflection. 
It was his impression, based upon a very 
long experience, and upon his more 
recent experiments with Belgian hares, 
that fulguration not only destroyed a 
local lesion, but resulted in the absorp- 
tion of antigens into the blood stream, 
and the subsequent production of anti- 
bodies against malignancy. Thus, al- 
though the primary lesion might not be 
completely destroyed, as demonstrated 
by subsequent biopsy specimens, it 
does become encapsulated and held in 
abeyance. Further, metastatic lesions 
shrink or disappear. 

During the course of the discussion 
following _ this was 
pointed out that urologists had been us- 
ing this type of fulguration technic for 
carcinoma of the bladder for many years 
and in many thousands of cases. The 
claim was made that patients treated in 
this fashion showed a postoperative life 
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expectancy at least as great of that fol- 
lowing the most radical surgery. 

It becomes important, therefore, to 
learn more about the natural life his- 
tory of malignancy. Statistics must be 
collected to show the average duration 
of life after the development of malig- 
nancy, if neither surgery nor radiation 
therapy is instituted. Second, statistics 
must be collected to show life expec- 
tancy after the fulguration technics. 

When we know more about the nat- 
ural life history of malignancy, and 
when we have complete statistics from 
those clinics advocating the fulguration 
technic rather than radical surgery, we 
can compare these figures with those 
now available for life expectancy after 
radical surgery. 

At the same Ninth Annual Teaching 
Seminar of the International Academy 
of Proctology, Dr. Joseph Greenberg 
and Dr. Horace C. Dudley of the Radio- 
isotope Laboratories of the Long Island 
Jewish Hospital, presented a new mo- 
dality for therapy of circumscribed 
neoplastic lesions.* A plastic, tissue- 
soluble filament containing Yttrium-90 
may be implanted in malignant tissue to 
produce controlled, sharply circum- 
scribed areas of tissue destruction. This 
is recommended for palliative effects in 
rectal and perianal lesions (and else- 
where). 

These radioactive filaments are solu- 
ble in tissues and do not require later 
removal. There is complete cellular de- 
struction adjacent to the filaments, with 
the zone of transition to normal tissue 
approximately 50 microns in width. 
The Yttrium-90 concentration may be 
reduced to less than 500 microcuries per 
linear centimeter to decrease the di- 
ameier of the primary action to a few 
millimeters. The authors point out that 


at a concentration of 1,000-1.800 micro- 
curies per linear centimeter the tissue 
destruction extends to the maximum 
diameter obtainable (10-12 milli- 
meters). This appears to be an im- 
portant advance in radioactive isotope 
therapy, and should be seriously con- 
sidered in the treatment of malignancy 
of the perianal and rectal region. 

Eight out of every hundred patients 
have pre-malignant adenomatous polyps 
within reach of the sigmoidoscope. 
This means that if the general practi- 
tioner does a sigmoidoscopy on every 
patient, and if he sees approximately 
one hundred new patients per week, he 
will find eight patients with adenoma- 
tous polyps. The prompt removal of 
these polyps—a very simple office pro- 
cedure—will therefore prevent subse- 
quent malignancy in eight percent of 
all patients seen by the general practi- 
tioner. 

Conversely, the general practitioner 
who sees approximately one hundred 
patients per week—and does not per- 
form a sigmoidoscopy routinely—will 
allow eight patients to develop malig- 
nancy. 


If this occurs every week of the year. 
four hundred and sixteen opportunities 
to prevent malignancy of the rectum and 
sigmoid bowel will be available to the 
busy general practitioner each year. If 
we multiply this by the number of gen- 
eral practitioners in.the country, it is 
obvious that many thousands of lives 
could be saved annually. 

Therefore, it has been a major func- 
tion of the International Academy of 
Proctology to educate the general prac- 
titioner, through its Journal and the 
free Annual Teaching Seminars, in the 
importance of routine sigmoidoscopy 
for all patients. This is the single most 
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important weapon available today in the 
preventive war against malignancy of 
the rectum and colon. 

Dr. Frederick Mohs of the University 
of Wisconsin Medical School believes 
that carcinoma of the anus and adjacent 
buttocks are amenable to chemosurgical 
treatment, but that carcinoma of the 
rectum should usually not be chemo- 
surgically treated because of its ten- 
dency toward early metastatis to intra- 
pelvic lymph nodes. The chemosurgical 
technic involves chemical fixation in situ 
of tissues suspected of being neoplastic, 
followed by excision of a layer of the 
fixed tissues, and systemic microscopic 
examination of the excised layers as a 
guide to further treatment. This could 
readily be ambulatory. 

Dr. Mohs reported on a basal cell 
carcinoma which had arisen at the edge 
of the anus and had extended outward 
onto the buttocks and upward on the 
anterior wall of the anus and rectum 
despite treatment with radium. This 
patient was apparently free from carci- 
noma when she died of cardiac disease 
one year after completion of treatment. 
Four other patients with carcinoma of 
the anus were also chemosurgically 
treated. In three of these cases with 
extensive skin cell carcinoma, meta- 
stasis had already spread to the lymph 
nodes. Treatment was obviously pallia- 
tive in these cases. It would appear that 
chemosurgery has more to offer pa- 
tients with less advanced neoplasms. The 
microscopic control advocated by Dr. 
Mohs “should result in sure eradication 
of the primary lesion plus a degree of 
conservatism that often would allow 
preservation of the sphincter muscles. 
Furthermore, the procedure could be 
carried out without the necessity of a 
colostomy.” 
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Dr. Mohs‘ states, “It seems that 
squamous cell carcinoma of small size 
and low malignancy and with no ex- 
tension up to the anorectal line shoula 
be amenable to chemosurgical treatment. 
Microscopic control should result in 
sure eradication of the primary lesion, 
while the conservatism should minimize 
the amount of loss of sphincter muscles 
as well as other tissues. Moreover, the 
procedure can be carried out without 
a colostomy. 

“The increasing likelihood of meta- 
stasis with carcinoma of larger size and 
higher malignancy not only necessitates 
inguinal node dissections but also re- 
quires radical abdominal perineal re- 
section of the anus and rectum along 
with the nodes. In cases in which the 
primary carcinoma has been removed 
chemosurgically and the neoplasm has 
proved more extensive or more malig- 
nant than expected, the radical proce- 
dure still could be carried out.” 

Dr. Mohs also points out that chemo- 
surgical technics may be useful in the 
treatment of pilonidal disease (nineteen 
patients), and he details this technic in 
his paper. 

Incidentally, this is a completely 
ambulatory procedure. 

Condyloma acuminatum may also be 
treated chemosurgically without hos- 
pitalization and without recurrence. 

The newer developments in the diag- 
nosis of carcinoma of the colon include 
the use of the colon brush, and the 
study of the exfoliative cytology of the 
colon and rectum with the rectal wash- 
ing technic. 

The Ayre rotating colon brush* con- 
sists of a polyethylene tube containing 
a stainless steel cable with a detachable 
brush mechanism on one end, and a 
handle on the opposite end to permit 
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rotating the cable and the attached 
brushes. 

After proper preparation of the patient 
by oral administration of two ounces 
of castor oil and repeated warm tap 
water enemas both the night before ex- 
amination and then prior to examina- 
tion, the colon brush instrument is in- 
troduced into the rectum. The metal 
ball tip makes it possible to guide the 
insertion under direct fluoroscopy. 

When the ball tip has been passed 
beyond the site of the suspected area, the 
brush is ejected and gently rotated as 
the instrument is slowly withdrawn. 
Smears are prepared and stained by the 
Papanicolaou method. This technic re- 
quires further study before final evalua- 
tion, and the danger of perforation must 
always be kept in mind. 

The rectal washing technic has been 
described both in this country and 
abroad. The latest report (1957) is that 
of Oakland of England. He applied a 
modification of the rectal washing tech- 
nic of Loeb and Scapier to a group of 
86 patients, and found exfoliated malig- 
nant cells in fourteen of nineteen pa- 
tients with carcinoma of the rectum. 
However, he concluded that this technic 
offered no diagnostic advantages over 
a biopsy. 

Of twenty-seven patients with sus- 
pected malignant disease of the colon, 
he obtained a correct diagnosis in nine, 
and twelve were subsequently proved to 
have carcinoma. It was his impression 
that the rectal washing technic appeared 
to be most successful in diagnosis of 
carcinoma of the descending and sig- 
moid colons. This appears to be the im- 
pression in this country as well. 

The Peutz-Jeghers Syndrome This 
appears to be a familial disease charac- 
terized by intestinal polyps and muco- 


cutaneous melanin pigmentation. 

The pigmentation is brown, brownish- 
black or bluish-grey. The areas of pig- 
mentation may be round, irregular or 
oval, and usually are one to five milli- 
meters in diameter. 

The lips and the buccal mucosa are 
most commonly involved, with less fre- 
quent pigmentation on the fingers and 
toes. The major location appears to be 
around the orifices of the face. This 
pigmentation appears early in life, often 
shortly after birth. 

Although some of the polyps have 
been described as undergoing malignant 
degeneration, the usual description is of 
benign adenomatous tumors. It is possi- 
ble that these polyps may be hamartomas 
(developmental abnormalities), and not 
true neoplasms. However, low grade 
malignant degeneration is seen in al 
least twenty percent of these polyps. 

The intestinal polyps usually involve 
the small intestine, and Jeghers indi- 
cated that polyps of the small intestine 
are always present in this syndrome. 
The colon, rectum and stomach are less 
frequently involved. 

The chief symptoms are gastro-intes- 
tinal bleeding and evidence of intussus- 
ception. 

As Staley and Schwarz point out in 
the July 1957 issue of Surgery, Gyne- 
cology and Obstetrics,’” “The true pic- 
ture of ultimate prognosis in this disease 
is not as yet available.” They report 
two cases, and review the literature. It 
is interesting to note that in a group of 
fifty-two cases no mention had been 
made of lymph nodes or liver metastasis 
or the involvement of distant organs by 
metastasis or direction extension. 

Inasmuch as more than twenty per- 
cent of the patients had had symptoms 
for more than ten years, and an addi- 
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tional twenty percent had had clinical 
evidence of disease for more than five 
years, the prognosis should not be alto- 
gether pessimistic. 

The 1956 Collected Papers of the 
Mayo Clinic’! include a report of six 
new cases, bringing the total world 
literature at that date to seventy-five 
cases. 

Submucosal Rectal Nodules 
Swartzlander, Jackman and Dockerty,’? 
present an interesting discussion of sub- 
mucosal nodules removed surgically 
from the rectum at the Mayo Clinic from 
1945 through 1951 in a group of ninety- 
one. They found most of these nodules 
on the anterior wall of the rectum, but 
suggest that this may be due to the 
fact that the anterior wall is usually 
more thoroughly examinable during 
proctoscopy. 

It is interesting to note that 19.9 
percent (18) of the submucosal rectal 
nodules proved to be malignant. Sixteen 
(17.5 percent) of this group were carci- 
noids. Six of these carcinoid tumors oc- 
curred in patients less than forty years 
of age. 

Treatment involved fulguration of the 
base or simple local excision, and after 
an average follow-up of five years there 
was no evidence of recurrence. 

One adenocarcinoma was found in a 
submucosal rectal nodule. Five were 
leiomyoma, one was a leiomyosarcoma, 
and one was reported as a lipoma. 
There were two foreign body granu- 
lomas, four cysts and two phleboliths. 

These authors conclude that sub- 
mucosal carcinoids less than 1 cm. in 
diameter can be adequately treated by 
local excision and fulguration of the 
base. Obviously this is a simple ambula- 
tory procedure. However, they suggest 
that larger growths of this type “perhaps 
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should be treated by more radical op- 
erations.” 

It would appear that the most fre- 
quent gross characteristics of a carci- 
noid are a “yellow-tinged, pea-sized, 
elevated submucosal nodule.” It is advo- 
cated that the benign leiomyomas be 
excised and the malignant ones be 
treated by radical surgery. 

Although the great majority (80.3 
percent in this series) of submucosal 
nodules were reported benign, it is evi- 
dently best to biopsy all submucosal 
nodules. and to follow the biopsy by 
fulguration of the base. 

Pneumatosis Cystoides Intesti- 
nalis This is another rare disease of 
unknown etiology. Although the diag- 
nosis is very occasionally made on sig- 
moidoscopy, roentgen study is quite 
characteristic. The plain scout film of 
abdomen will show a collection of small, 
gaseous, radiolucent shadows along the 
course of a section of large bowel. The 
appearance is that of a bunch of grapes 
or soap bubbles. Some degree of intes- 
tinal obstruction may also be noted. The 
lesions are not unlike multiple polypoid 
masses in appearance. Confirmation will 
be found in the filling and post-evacua- 
tion roentgenograms of a barium enema 
study. The clusters of “filling defects” 
will distort an otherwise intact mucosal 
pattern. 

It would appear that this extraluminal 
gas is within the lymphatic channels of 
the bowel. It may be that increased 
intraluminal gas pressure proximal to a 
point of obstruction forces some of this 
gas into lymphatic channels in the sub- 
serosa. Occasionally there may be sub- 
mucosal gas cysts as well. 

Very occasionally one of the sub- 
serosal gas cysts may rupture, inducing 
spontaneous pneumoperitoneum.  Al- 
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though this may rarely occur, and in- 
testinal obstruction has been reported, 
pneumatosis is usually asymptomatic. 
In any event, there is no specific therapy. 

The world literature appears to con- 
tain about nine cases of pneumatosis 
in which the diagnosis has been made 
through the sigmoidoscope. The rarity 
of such findings is understandable 
inasmuch as most cases involve chiefly 
the small bowel or the right colon. Fur- 
ther, pneumatosis may develop or dis- 
appear rapidly. 


Histoplasmosis Dr. Donald C. 
Collins alerted coloproctologists to a 
new disease during the Eighth Annual 
Teaching Seminar of the International 
Academy of Proctology in 1956.'* This 
histoplasma capsulatum infection is ap- 
parently endemic chiefly in the Western 
part of the United States. However, it is 
a widespread fungus disease. Man is 
inflicted by the mycelial form of the 
Histoplasma capsulatum, derived from 
its intermediate host, the common farm 
and domestic animals. These animal 
hosts contaminate the soil that man 
walks over and from which he inhales 
contaminated dusts into his respiratory 
system. 

Many patients have a transient pri- 
mary infection in their lungs, while 
others appear to be highly susceptible 
and develop lung abscesses, ulcers of 
the mouth, larynx, pharynx and anus. 

Dr. Collins believes that non-specific 
regional enteritis of the small intestine, 
juvenile mesenteric lymphadenitis, and 
possibly chronic ulcerative colitis, “may 
represent only individual varying re- 
actions of the infected individual to 
Histoplasmosis, depending upon his in- 
dividual resistance, the virulence of the 
fungus, and the initial dosage of the 
inspired infection.” 


This author recommends that fresh 
surgically excised tissues be studied with 
the Hotchkiss-McManus modification of 
Schiff’s periodic acid stain, inasmuch 
as the specific organisms are easily 
missed in routine tissue stain technics. 
The histologic characteristics of the 
“starry-sky” of histoplasmosis represents 
reactive hyperplasia in the submucosal 
gastrointestinal and regional lymph 
nodes. 

Treatment is largely symptomatic, 
but Quinacrine hydrochloride (Atabrine 
Hydrochloride®) 100 mg. tablets t.i.d. 
p.c. for six days, repeated six times, 
with ten day interval rest periods is 
recommended. 


Surgery Without Hospitalization 
It has been gratifying to this author to 
note the general acceptance of early 
ambulation for all surgical patients. As 
Nesselrod states in his excellent second 
edition of Clinical Proctology, “The 
present day trend toward early ambula- 
tion in the management of surgical pa- 
tients has much in its favor. It lessens 
the complications resulting from pro- 
longed rest in bed, and it shortens the 
period of hospitalization.” 

My own approach, of course, has al- 
ways gone still further, with the ad- 
vocacy of immediate ambulation,* the 
patient leaving the operating table within 
forty-five minutes after completion of 
the surgery, usually driving his own 
car home. This is made possible by the 
use of caudal anesthesia for the surgery. 
and a long lasting oil soluble anesthetic 
by infiltration to insure minimal post- 
operative discomfort. Nesselrod raises 
the question of the adequacy of surgery, 
and this is simply answered by the ob- 
servation that the surgery is precisely 
the same as that performed for the hos- 
pitalized patient. 
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Not only is the patient saved the ex- 
pense of hospitalization, as Nesselrod 
points out, but also “complications can 
occur even in patients who are hos- 
pitalized, let alone patients who were 
allowed to return home immediately 
after surgery.” 

The complications described by that 
author (for the hospitalized patient) 
include hemorrhage within the first few 
hours following surgery, postoperative 
bleeding seven to ten days following 
surgery, dysuria, slough, abscess for- 
mation, anal contracture, impaction and 
faulty wound healing. These are the 
complications that may occur in the 
hospitalized patient. 

Of course, they may also develop in 
the ambulatory patient. However, we 
should note that hemorrhage occurring 
within the first few hours after surgery 
has never occurred in my experience. 
An occasional patient will show a mod- 
erate amount of bleeding between the 
seventh and fourteenth postoperative 
day. However, had this patient been hos- 
pitalized for surgery, he would no longer 
have been in the hospital at that time. 

The other complications apparently 
occur less frequently in the ambulatory 
patient than they do in the patient who 
has been hospitalized, with moderate or 
prolonged bedrest. 

Therefore, on the basis of this experi- 
ence alone, the patient who is operated 
upon in the well equipped office (or in 
the hospital operating room), and per- 


mitted immediate ambulation, is less 
likely to have postoperative complica- 
tions. 

A major point that is often over- 
looked in such a discussion involves the 
psychosomatic implications. The _pa- 
tient’s attitude toward an operation per- 
formed in the office is very different 
from that toward an operation in a 
hospital operating room. The office at- 
mosphere is pleasant, and the patient 
listens to music and chats with the 
surgeon. He anticipates a_ relatively 
pleasant postoperative course. 

Further, immediate ambulation has 
physiologic values beyond that of early 
ambulation. Again, the liberal use of oil 
soluble anesthetics eliminates the great 
fear of pain and the fact of pain, during 
the postoperative course. 

It is my belief that when the public 
recognizes the superiority of rectal 
surgery without pain, without hospital- 
ization, and without loss of more than 
twenty-four to forty-eight hours from 
work, the demand for such care will be 
instant and universal. 

When the layman finds out that he 
can have necessary rectal surgery pain- 
lessly and without hospitalization, he 
will subject himself to proper examina- 
tion in the very early stages of his dis- 
ease. This will not only result in lessened 
morbidity, but will also increase the 
number of potentially malignant polyps 
that will be discovered during preopera- 
tive and routine sigmoidoscopy. 


Conclusions 


1. If the physician is to genuinely 
practice the art of medicine, he can- 
not be a proctologist without at least 
a basic understanding of psychiatry, 
psychosomatic medicine, and gastro- 
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enterology (including nutrition ). It is 
not enough for the proctologist to be 
a capable surgical technician, whether 
he practices anorectal surgery or 
coloproctology. 
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2. To emphasize the broad content 
of proctology, as envisioned by this 
author, it is suggested that the term 
“non-elementalistic” be used in place 
of the word “psychosomatic.” This 
term does not trigger any emotional 
content, and corresponds with the 
structure of human reality (organism- 
as-a-whole-in-an-environment ). 

3. The role of nutrition in proc- 
tology is discussed. The relationship 
of diet to non-tropical sprue is con- 
sidered. 

4. Virology and the Echo viruses, 
as they relate to the proctologist, are 
reviewed. The role of the Echo viruses 
in ulcerative colitis and malignancy 
must be studied. 

5. Multiple stage fulguration ther- 
apy of malignancy of the posterior 
wall of the rectum below the peri- 
toneal reflection is described. The 
question of the production of an- 
tibodies against malignancy in con- 
sequence of such therapy is raised. 

6. Until we know more about the 
natural life history of malignancy, 
and life expectancy without treat- 
ment, it is difficult to compare the 
relatively conservative surgical tech- 
nics with the conventional radical 
abdominal-perineal resection ap- 
proach. 

7. The use of Yttrium-90 for treat- 
ment of malignancy of the perianal 
and rectal region is discussed. 

8. The major role of the proctolo- 
gist in the management of malignancy 
is in prevention rather than therapy. 
Discovery and removal of the pre- 
malignant adenomatous polyp will 
prevent the development of malig- 
nancy in many thousands of patients 
annually. 

9. Chemosurgery for carcinoma of 


the anus and lower rectum is evalu- 
ated. Squamous cell carcinoma of 
small size and low malignancy with 
no extension up to the anorectal line, 
is amenable to chemosurgical treat- 
ment. 

10. The chemosurgical technic is 
also useful in the treatment of pilo- 
nidal disease and in _ condyloma 
acuminatum. 

11. The newer developments in the 
diagnosis of carcinoma of the colon 
include the use of the colon brush, 
and the study of exfoliative cytology 
of the colon and recium with the 
rectal washing technic. Both are 
described. 

12. The Peutz-Jeghers Syndrome is 
described. 

13. A review of a report of sub- 
mucosal rectal nodules is offered, with 
the observation that practically 
twenty percent of these nodules in 
one series proved to be malignant. 

14. Pneumatosis cystoides intesti- 
nalis, a rare disease of unknown eti- 
ology, is described. 

15. Histoplasmosis, and the question 
of the relationship of this disease to 
non-specific regional enteritis of the 
small intestine and chronic ulcerative 
colitis, is presented. 

16. Surgery without hospitalization 
—ambulatory proctology—is a major 
advance in modern proctology. It is 
now possible to offer the patient pain- 
less surgery in a pleasant office at- 
mosphere. The use of caudal anes- 
thesia for surgery, and a long lasting 
oil-soluble anesthetic by infiltration 
to ensure minimal postoperative dis- 
comfort, make it possible for the 
patient to leave the office operating 
room table within forty-five minutes 
after the completion of surgery to 
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drive his own car home. 


17, Ambulatory proctology makes 
it possible for the average patient to 


return to work within twenty-four to 


forty-eight hours after surgery. 
18. Ambulatory proctology has very 
markedly reduced the frequency of 


postoperative complications. 
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Rectal 


Suppositories 


Their Use in Internal Medicine 
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Le use of the rectum for ad- 
ministration of medication is becoming 
of increasing importance in all fields of 
medicine. This is certainly a logical 
development, as it often enables the pa- 
tient to administer his own medication 
rather than rely upon a physician or 
someone else to provide subcutaneous 
or intramuscular injections. Many clini- 
cal entities are accompanied by such 
profound nausea and vomiting that all 
medication is promptly rejected, or in- 
adequately absorbed. Even the thought 
of taking anything by mouth makes 
many of these patients worse. Rectal 
absorption is usually much more rapid 
than absorption from the upper gastro- 
intestinal tract, and this is often of con- 
* From the Headache Clinic, George Wash- 

ington University Hospital, Washington, 


D. C., Associate in Medicine, George Wash- 
ington University, Washington, D. C. 


** Associate in Medicine, George Washington 
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FIGURE 1: Physiology of Absorption 
from Lower Gastrointestinal Tract. 


This drawing shows that the venous return 
from ano-rectal area enters the inferior vena 
cava directly from the lower hemorrhoidal veins, 
and thus by-passes the liver. Absorption from 
the upper gastrointestinal tract, on the other 
hand, must enter the portal circulation, and thus 
travel through the liver before entering the 
major circulation. These facts explain why medi- 
cation administered rectally exerts therapeutic 
effect more rapidly than that administered by 
mouth. Although this may be only a matter of 
several minutes, it nevertheless is quite signifi- 
cant in relief from anxiety, pain or severe 
dyspnea and orthopnea of asthma. 


siderable importance in rapidly allaying 
symptoms of bronchial asthma, migraine 
headaches and other painful conditions. 
The following table presents some of 
the more common conditions treated and 
medications used by the rectal route. 
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TABLE II: Medical Treatment by Rectal Suppositories 


CONDITION TREATED 


. Bronchial asthma 
2. Migraine headache 


3. Nausea and vomiting accompanying acute 
gastroenteritis 


4. Nausea and vomiting accompanying upper 
respiratory and influenzal infections 


5. Dysphasia associated with neurologic con- 
ditions 

6. Dysphasia associated with hysteria, meno- 
pause 


7. Insomnia or anxiety, accompanied by dys- 
phasia or nausea 


8. Rapid relief from pain associated with 
gastrointestinal disturbances 


MEDICATION ADMINISTERED 
Aminophylline® 
Cafergot® or Cafergot PB® suppositories 


Sedative-antispasmodic combinations, 
Compazine 


Sedative-antispasmodic combinations, 
Compazine 


Sedatives, tranquilizers, Thorazine® or 
Compazine® 
Sedatives, tranquilizers, Thorazine or Compazine 


Sedation 


Sedation, analgesia or even narcotics 





From this discussion it is only too 
evident that maintenance of the anorec- 
tal structures in good condition is of the 
utmost importance. The nerve supply to 
this area and the symbolic significance 
that is often consciously or unconsci- 
ously associated with the rectum makes 
this region a very sensitive area. These 
factors provide the proctologist with the 
ever-increasing challenge to handle these 
tissues with utmost care and gentleness 
whenever he is called upon to treat them 
either medically or surgically. This fore- 
thought on the part of the proctologist 
will enable the medical man to use the 
rectum for administration of medication 
in the future care of these patients, 
whereas whenever local irritations, dis- 
eases or therapy to this area leaves ex- 
cessive scar and irritation, the rectal 
route of administration of therapy is 
lost to the patient. 

Physiology of Rectal Medication 
Before one resorts to rectal administra- 
tion it is a good rule to make a digital 
examination of the rectum. In this man- 
ner, excessive irritability that would re- 
quire unusual care to secure retention 
(Vol. 10, No. 2) APRIL, 1959 


of the medicament can usually be de- 
tected; or, when the rectum is filled with 
feces and the patient has no desire to 
defecate, rectal stasis may be diag- 
nosed and a rather insensitive rectum 
may be assumed to exist. A rectum dis- 
tended with fecal matter should be 
cleaned out by an evacuant enema be- 
fore it is given the task of receiving 
medication. Sometimes anal fissure, 
inflamed hemorrhoids or cancer make 
rectal administration so painful as to 
be inexpedient unless demanded by the 
condition itself. 

The dose by rectum was formerly as- 
sumed to be double that by the stomach, 
but it is probably more nearly correct 
to consider it one-half the oral dose, at 
least for certain substances; actual ex- 
periments have shown that phenol as well 
as alkaloids, such as strychnine, mor- 
phine, atropine and epinephrine, are 
more toxic when given by rectum than 
when administered by mouth. This is 
explained partly by the fact that the 
stomach has poor absorptive quality 
and partly by the circumvention of the 
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destructive action of the liver on these 
substances, some of the absorption be- 
ing carried on through the inferior 
hemorrhoidal veins, which empty di- 
rectly into the inferior vena cava. 

In 1950, Truitt, McKusick and 
Krantz? made a comparison of the 
theophylline blood levels after oral, rec- 
tal and intravenous administration. It 
was then fully appreciated that very 
satisfactory blood levels could be ob- 
tained by the rectal administration. 
Waxler and Schack* report in the Jour- 
nal of The American Medical Associa- 
tion on the administration of aminophyl- 
line in 1950 made a comparison of the 
intravenous, intramuscular, oral and re- 
tal routes. 

Suppositories, which are solids con- 
veniently shaped for insertion into the 
rectum, require no apparatus. Hence, 
they may be considered the preferable 
form of rectal administration, unless spe- 
cial reasons render other forms desir- 
able. 

Many excellent studies have been 
conducted recently on the physiology of 
suppository administration of various 
medications.* >» ® 7 8 9% 10 


Specific Conditions Treated 

1. CoNSTIPATION: retention of rectal 
feces content often takes place because 
of irritation in and about the anus. The 
patient tries to avoid irritation and pain 
in this area by not moving the bowels. 
Correction of these irritated areas is the 
first step in alleviation of this type of 
Constipation also can 
occur on a physical basis, due to re- 


constipation. 


laxation of the perineal tissues follow- 
ing surgery or childbirth. In these in- 
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stances, it is often necessary for the 
patient to physically start the bowel 
movement by means of suppositories or 
enemata. While the best therapy for 
such conditions is surgical repair to 
these relaxed tissues, this is not always 
feasible. For this reason, maintenance 
of proper tissue continuity and repair 
of any local lesions is imperative. 

2. RELIEF OF PaIN: Painful areas in 
and about the rectum have long been 
treated by application of salves or anal- 
gesic suppositories for their local action. 
In addition to this, there is a much larger 
field for analgesia to be administered 
by rectal route. I have long made a 
practice to prescribe suppositories con- 
sisting of 4g or 14 gr. belladonna and 
1 gr. of opium powdered extract to 
adults for acute painful conditions. 
These have included severe cardiac pain, 
unresponsive to nitroglycerine, pain fol- 
lowing trauma, sprains or fractures, 
severe abdominal crises of various 
forms, such as occurs in ulcerative co- 
litis, hyper-irritable spastic bowel con- 
ditions, gall bladder and renal colic, and 
in severe incapacitation headaches, un- 
responsive to routine ergot therapy. 

It might be wise here to add an ex- 
planatory note and also a word of cau- 
tion. As with administration of nar- 
cotic in any other form, their use by 
means of rectal suppositories should not 
be given over a long period of time or 
frequently for recurrent conditions. 
However, they are often of great bene- 
fit for emergency situations that occur 
infrequently. My experience with the 
treatment of headache has been quite 
extensive. There are patients in whom 
severe attacks occur at very infrequent 
intervals, and do not respond to non- 
narcotic medication. Occasional use of 
the opium suppositories in these in- 
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stances is indicated under proper super- 
vision. 

3. ASTHMA: One of the mainstays for 
treatment of acute asthmatic attacks has 
long been theophylline-ethyline-diamine 
(Aminophylline®). Its slow intravenous 
administration often provides dramatic 
relief in status asthmaticus, as first in- 
troduced by Dr. George Herrmann of 
Although many forms of oral 
theophylline derivatives are prescribed 
repeatedly for these cases, in my ex- 
perience this route of administration has 


Texas. 


not been of sufficient benefit to make it 
worth while. In addition, when large 
doses are given orally, nausea and other 
gastrointestinal disturbances are pro- 
duced in a high percentage of cases. I 
have found that the use of aminophylline 
suppositories, gr. 7.5, every eight to 
twelve hours provides lasting and pro- 
longed relief in many cases of bron- 
chial asthma. To the best of my knowl- 
edge, Dr. Alvin L. Barach of New York 
City was the first to call attention to the 
excellent therapeutic response from the 
rectal installation of aminophylline in 
intractable asthma.'! This principle has 
been recently adapted to the use of an- 
other theophylline derivative, theophyl- 
line-mono-ethinolamine (Clysmathane®, 
Fleet), which is available in a dispos- 
able rectal plastic unit containing 37 
cc. Some patients find this to be more 
easily administered and more estheti- 
cally acceptable. With the proper use 
of this unit, it is unnecessary for the 
fingers to touch the anal parts. This 
solution is introduced just inside the 
internal analy sphincter so that most of 
the solution will reach the inferior vena 
cava by way of the inferior hemor- 
rhoidal veins and thus by-pass the liver. 
It is felt that this is a decided advan- 
tage as it is felt that therapeutically it is 
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much better to have the theophylline 
solution reach the systemic circulation 
without going through the liver as a 
certain percentage of the theophylline 
must be metabolized in that organ.’* 
Although reactions to 
aminophylline administered in this man- 
ner are few and far between, they do 
occur. Therefore, extreme caution 
should be taken with the use of this 


13, 14 


untoward 


drug in any form. 
4, HEADACHE: 
perience with diagnosis and treatment of 
headache, therapy with sedatives, anal- 
gesics, antispasmodics and ergot deriva- 


In our extensive ex- 


tives of various forms and combinations 
have proven to be the mainstay of symp- 
tomatic therapy. Many patients with 
anxiety-tension states have tension head- 
aches on an emotional, psychic or mus- 
cular tension basis. Many patients with 
vascular type headache experience pain 
when vasodilation of branches of the 
external- carotid artery occur. The 
classical type of this vasodilating head- 
Other forms seen 
are histaminic 


ache is migraine. 
with less frequency 
cephalgia, hypertensive headache and 
temporal arteritis. In addition to this, 
there are often vascular features to the 
above-described tension headaches. One 
of the cardinal symptoms of these vascu- 
lar headaches is nausea, often followed 
by severe retching and vomiting. Be- 
fore development of suitable rectal sup- 
positories,’* 16, 17, 18, 19, 20, 21, 22, 23, 24, it 
was necessary to instruct the patient or 
a relative in the technique of administer- 
ing medication by hypodermic injec- 
tions. As could be expected, this was 
often impossible to perform, thus requir- 
ing the physician to make repeated home 
visits to these patients, merely to ad- 
minister sedatives or ergot derivatives 
by hypodermic injection. Since 1946, 
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TABLE Ill 


Ergot Therapy for Vascular Headaches and the 
Vascular Component of Tension Headache 


SUGGESTED ORDER OF EFFECTIVENESS 


Method of 
Medication Administration 
(Administered by Physician) 
DHE 45 Intravenous 
Gynergen Intramuscular 
DHE 45 Subcutaneous 
(Administered by Patient) 
Cafergot PB suppositories Rectal 
Cafergot suppositories Rectal 
Cafergot PB tablets Oral 
Cafergot tablets Oral 


Initial Subsequent 

Dose Dose 

| cc.-mg. Not needed 

Yo <c.-.25 mg. Not needed 

| ce. | cc. in one hour? ° 


| suppository in one hour 


| suppository 
seldom needed 


| suppository | suppository in one hour 
as needed 

2 tablets | every half hour till relief 
or total of six 

2 tablets | every half hour till relief 


or total of six 





we have taken part in the development of 
many forms of rectal suppositories for 
the treatment of headache. 

From Table II it is seen that the 
latest and the most useful preparation 
now available is Cafergot PB supposi- 
tory. This contains Pentobarbital So- 
dium, 60 mg., Bellafoline, 0.25 mg., 
Caffeine, 100 mg., Ergotamine tartrate, 
2 mg., which gives a balanced dormula 
to therapy of such conditions. The 
ergot and caffeine act synergistically as 
vasoconstrictors on the dilated cerebral 
arteries. The bellafoline helps to relax 
gastrointestinal irritability, which ac- 
companies the attack or might be aggra- 
vated by the ergot. The Sandoptol 
(pentobarbital sodium) is of great bene- 
fit in allaying the apprehension and 
anxiety associated with the headache 
episodes. As seen by the chart, the sup- 
positories are to be administered at the 
onset of such attacks, and can be re- 
peated in one to two hours, if recessary. 
Although we have many patients that 
have taken one or two suppositories 


daily for years, it is a good plan to 
limit the total intake of ergot for any 
one patient to 10 to 12 mg. of ergota- 
mine tartrate per week. Although there 
have been occasional reports of ergot 
toxicity after its use by injection, to my 
knowledge there have been no severe 
untoward reactions to its oral or rectal 
use, if administered under adequate 
medical supervision. 

In addition to the above-described 
symptomatic therapy with ergot sup- 
positories, frequently recurring noctur- 
nal attacks can often be prevented by 
insertion of one Cafergot PB supposi- 
tory at bedtime. This enables the pa- 
tient to get necessary rest and sleep, 
which is helpful in breaking up cycles 
of headache. This has been found true. 
even in hypertensive and cardiac pa- 
tients, in which the improved relaxation, 
freedom from headache attacks, and 
uninterrupted sleep has actually helped 
to bring about an improvement in their 
cardiac condition. The suppositories 
seem to have a more prolonged effect 
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than the Cafergot tablets, which may be 
due to direct the 
systemic circulation and avoidance of 
the immediate detoxication by the liver. 

In addition to these specific entities 
described, any other medical condition 


absorption into 


associated with nausea and vomiting 
might benefit from adjunctive therapy 
with sedatives, antispasmodics, antihis- 
mines or some of the newer ataractics 
or tranquilizers, which have been quite 
effective in allaying nausea and vomit- 
ing. Once this is allayed, oral medica- 
tion with anallgesics, antibiotics, ant- 
acids, etc., can be resumed. 


Summary 


It has been a pleasure to discuss 
the use of the ano-rectal area as a 
portal of administration of medica- 
tion for internal medical conditions. 
I wish to take this opportunity to 
thank all of you for keeping our pa- 
tient’s rectum in good repair so that 
this therapy can continue to be pos- 
sible. In this way, my fellow intern- 
ists and practioners can avoid count- 
less sleepless nights. Thank you. 
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5315 Connecticut N.W. 
Resumen 
Ha sido un placer el discutir el uso 


de la zona anorectal como via de 
administracién de medicamentos para 


tratar padecimientos médicos. Quiero 
aprovechar la oportunidad para agra- 
decer a todos ustedes el que se cons- 
erve el recto de nuestros enfermos 
posible la administracién de esta 
en buenas condiciones, para que sea 
terapia. En esta forma, mis compa- 
feros los internistas, y medicos ge- 
nerales se pueden evitar incontables 
noches de insomnio. Muchas gracias. 





Clini-Clipping 





Cancer forming obstruction in ascending colon. 


a. If ileocecal valve is competent ascending colon 
may be enormously distended. 


b. If ileocecal valve is not competent the small 
bowel becomes distended. 


c. Section through ileocecal valve. 
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EDITORIAL 


| Symposium On Psychosomatic Medicine 


Tre Eleventh Annual Teaching Seminar of the Inter- 
national Academy of Proctology will be held in New York 
City, April 5-9, 1959, at The Plaza Hotel. Inasmuch as it is 
impossible to practice good medicine without an under- 
standing of the psychosomatic aspects of disease, the New 
York Teaching Seminar will feature a symposium on psycho- 
somatic medicine. 

Dr. Oscar K. Diamond will point out that functional dis- 
orders have been known since pre-Biblical days. Dr. Dia- 
mond will review the background of functional disorders, 
and will bring the listener up-to-date on the psychosomatic 
aspects of the entire gastrointestinal tract. 

Dr. John R. Whittier will present the psychosomatic bio- 
logic considerations of gastrointestinal disorders. This in- 
teresting presentation will describe diagnosis in terms of con- 
tributions from genetics, experience or individual circum- 
stances. The relationship, form and function of the central 
and autonomic neural systems in terms of gastrointestinal 
disease will also be presented. 

Dr. Whittier will stress the role of the proctologist in the 
therapy of psychosomatic disorders. 

Dr. Jeptha R. Macfarlane will discuss psychiatric con- 
siderations of both small and large bowel disorders. The 
correlation between psychodynamics and somatization of 
conflict of the small and large bowel will be considered. Dr. 
Macfarlane will approach this relationship on the basis of 
adaptational dynamics from practical, clinical viewpoints. 

Dr. James A. Brice will stress functional disorders of the 
esophagus. This is particularly interesting material, and 
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the psychological implications of such functional disorders 
is of practical importance to the clinician. 





Dr. Tomlinson’s paper discusses pathology of — the 
stomach, gall bladder and pancreas as related to heredity, 
constitutional and dynamic psychologic factors. The ma- 
jor emphasis of this excellent presentation is on the role 
emotions play in functional alteration leading to definitive 
organic pathology and the emotional needs the pathology 
in turn satisfies or aggravates. Very practical clinical 
material on the use of psychotherapy in such problems will 
be discussed by Dr. Tomlinson. 


; 


od 


The Eleventh Annual Teaching Seminar will also present 
practical clinical material on office proctology both in terms 
of papers—well illustrated with slides,—and teaching films. 
The major teaching films will be presented by their creators, 
who will provide running commentaries, and will answer 
questions from the audience on completion of the film show- 
ing. As in the past, there will be ample opportunity for a 
consideration of individual problems from the audience. 
The basic concept of the International Academy of Proc- 
tology has always been teaching, and the annual teaching 
seminars are outstanding examples of the fulfillment of the 
Academy’s major function. 

Please remember that all physicians are cordially invited, 
whether or not they are affiliated with the Academy. There 
is no registration fee. 








A. Types of Internal and External Hemorrhoids 
Clini-Clipping 1. Internal. 2. External 


B. Fistulae-in-Ano 


B 
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Spontaneous Healing of 


Large Rectovaginal Fistula 


HUGH G. BELL, M.D., 


\f ith the continuing im- 


provement of gynecologic technic, recto- 
vaginal fistula following abdominal total 
hysterectomy is fast becoming a rarity. 
Once these fistulas have developed there 
is unwarranted gloom and despair sur- 
rounding the possibility of their spon- 
taneous closure. This dismay persists 
despite Meigs' assurance that many of 
them will heal of their own accord if 
they are given sufficient time. 


The current literature so adequately 
portrays the various surgical adapta- 
tions employed in the closure of these 
lesions that time and the healing power 
of nature are sometimes overlooked, if 
not entirely forgotten. The viewing of 
the final success of surgical closure must 
be done in the dull light of the increas- 
ing difficulties presented by successive 
failures. 

There are rectovaginal fistulas that 
because of location and size require no 
treatment whatsoever. The little incon- 


From The Department of Gynecology, Mt. 
Morris Park Hospital, New York, New York. 
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veniences they produce when gases and 
liquid stools escape are accepted by the 
patient in preference to uncertain pri- 
mary surgical or coagulation closure. 

When, however, these fistulas are 
large, located in the roof of the vagina, 
allowing a good deal of bowel content 
to go through the vagina, the patient is 
horrified and frustrated. 

Until recent years these lesions, to- 
gether with vesicovaginal fistulas, were 
frequent companions of childbirth in- 
juries. obstetrical 
management has reduced the number 
produced by childbearing. 

Jackman,” reviewing Daniels’ thesis 
on this subject, has pointed out that of 
554 cases of rectovaginal fistulas studied 
at the Mayo Clinic between 1908 and 
1946, over 32 percent were produced by 
childbirth injuries. 


Improvement in 


The progression 


|. Meigs, Joe V., Surgical treatment of can- 
cer of the cerxiv ed. |, Grune & Stratton, New 
York. 1954. 

2. Jackman, R. J., Rectovaginal and anova- 
ginal fistulas: A surgical procedure for treat- 
ment of certain types. J. lowa State Med. Soc. 
42:435. Sept. 1952. 
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and pursuit to eradicate cancer of the 
cervix and cervical stump resulted in 
10 percent; intrapelvic operations 7 
percent; cancer of the rectum and recto- 
sigmoid 5 percent. Daniels listed no 
fewer than 35 etiologic agents capable 
of producing this lesion. 

The benefits of enlightened obstetrical 
procedures, and the control of perirectal 
infections and abscess are probably off- 
set by the increased number of fistulas 
resulting from the intensified attack up- 
on cancer of the cervix, bladder and rec- 
tum. Unavoidably subjecting normal 
cells to incessant and prolonged radium 
and x-ray emanations without a recuper- 
ating intermission, is bound to produce 
necrosis and eventually fistulas. Also, 
the treatment of cancer cells that have 
invaded the rectovaginal septum, may 
The double 


treatment: radiation superimposed upon 


give the same end result. 


surgery in too rapid succession is also 
responsible for many. 

The grouping of fistulas accoraing to 
size is of definite clinical value. Again 
we refer to Daniels’ designations: Small 
lesions have a diameter less than 0.5 
centimeters but well able to admit the 
tip of a small probe. Large fistulas 
are 2.5 centimeters or more in diameter. 
The medium sized openings were at 
least 0.5 centimeters and less than 2.5 
in diameter. Of the 554 cases studied, 
47 percent were designated small, 15 
percent large and the remainder medi- 
um. 

High fistulas, comprising 20 percent 
in the study, are those located behind 
or in the vicinity of the posterior fornix. 
Most fistulas resulting from trauma dur- 
ing abdominal hysterectomy or from 
radiation to the cervix and rectum in 
treating cancer, belong in this category. 

Fistulas arising from trauma are usu- 





ally manifested in the early postopera- 
tive period; those produced by radia- 
tion may take from six months to two 
years to achieve full development. 

The chief hindrances to spontaneous 
and surgical closure of fistulas are in- 
fection, poor blood supply, and exces- 
sive tension upon tissues endeavoring 
to heal. 

Case Report A forty-seven year-old 
woman, para O gravida O, came to the 
hospital in February 1956 complaining 
of progressive enlargement of the abdo- 
men and painful menstruation. She had 
been having dysmenorrhea for many 
years but there had been an increase in 
duration and intensity of pain during 
the six months preceding admission to 
the hospital. 

The increase in the size of the abdo- 
men antedated the pain by three months. 
The size then as we saw it represented 
a nine month growth, considerably 
smaller, however, than a pregnancy of 
four months. The period had just 
stopped when she came to the hospital 
but pain became even more severe. 

The patient was well developed and 
adequately nourished. She was not 
acutely ill. Her family and past medi- 
cal history are not pertinent to this 
study. 

She began menstruating at the age of 
thirteen, the periods coming regularly 
every twenty-eight days, lasting three to 
four days. For the past ten years she 
had had increasing abdominal discom- 
fort with succeeding periods. The de- 
velopment of pain severe enough to send 
her to bed had been present for less than 
one year. She had episodes of diarrhea 
during the periods in a bowel pattern 
that is ordinarily one of constipation. 
The need for medical advice and the 
subsequent visit to the hospital were 
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prompted by the increasing size of the 
abdomen. 

She was robust and appeared quite 
healthy. Apart from obesity (235 
pounds), the significant findings in her 
examination were confined to the abdo- 
men and pelvis. 

A hard, fixed, smooth, symmetrical 
midline non-tender mass rose above the 
symphysis to four centimeters below the 
umbilicus. There was nothing sugges- 
tive of fluids within the peritoneal cavity. 

External genitalia, perineum and in- 
troitus added nothing to the clinical 
evaluation. The cervix exhibited a mild 
erosion but it was otherwise quite nor- 
mal. 

Bimanual examination revealed a 
uterus irregularly enlarged to the size of 
a four month gestation, firmly fixed in 
the pelvis and painful on manipulations. 

The lateral fornices and _ posterior 
cul-de-sac were foreshortened, full, tense 
and tender. The rectovaginal septum 
and uterosacral ligaments, unlike the 
rectum and parametria, felt thickened 
and tender. 

The working diagnosis was fibroid 
tumors and chronic pelvic inflammatory 
disease. With no_ contraindications 
from chest x-rays, sigmoidoscopic and 
cystoscopic examination, the patient was 
readied for elective surgery that fol- 
lowed five days after she was admitted. 

Laboratory examination showed the 
following: Red blood count 3.8 million, 
white blood count 8,200, hemoglobin 
11.5 Gm., segmented 51, lymphocytes 47 
and monocytes and eosinophiles one 
each. Blood chemistry and urinalysis 
were within normal limits. Papani- 
colaou smear tests were negative for 
malignancy. 

Upon entering the abdominal cavity 
a multinodular fibroid about the size 
(Vol. 10, No. 2) APRIL, 1959 


of a four month gestation presented it- 
self. Dense fibrous bands and adhe- 
sions embraced the tumor and every- 
thing in the pelvis. The firmness of the 
adhesions were especially marked about 
the ovaries, posterior surface of the 
uterus and the rectovaginal septum. 

The lumen of the rectosigmoid was 
seemingly unaffected by the puckering 
induced by the endometrial implants. 
Both ovaries were partially covered by 
small chocolate-like, hemorrhagic cysts 
that appeared to be excavating the sub- 
stance of the ovaries. The ovaries ap- 
peared cemented to the posterior sur- 
faces of the thickened broad ligaments. 
Until now we had not realized that en- 
dometriosis formed a part of the symp- 
tom complex we had interpreted as 
leiomyomata and chronic pelvice in- 
flammatory disease. Total mobilization 
of the tumor entailed extensive sharp 
dissection of the adhering surfaces, 
mainly between the rectovaginal septum 
and the cervix. The tissues were hard 
and unyielding. With no apparent in- 
jury to the surrounding structures, total 
hysterectomy and double  salpingo- 
oophorectomy were finally concluded. 

The first four postoperative days were 
uneventful. Good results were obtained 
from the soap suds enema given on the 
third day. Nothing was amiss until the 
fifth day when nausea, vomiting and 
diarrhea began. By the end of the sixth 
day, under medications, nausea and 
vomiting had stopped and constipation 
had supplanted the diarrhea. 

But our difficulties had just begun! 
The slow seepage of liquid feces began 
to escape from the vagina on the morn- 
ing of the seventh day. This all started 
while the patient was straining at stools. 
The enema given on the eighth day was 
evacuated almost entirely through the 
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vagina. Alas, a rectovaginal fistula 
had been fully established! 

So much impacted feces filled the rec- 
tum, better sigmoidoscopic views were 
obtained by examination through the 
defect to the left side of the vaginal 
cuff. 

With the rectum on 
the following day the defect about 3 
centimeters in diameter was located be- 
tween the rectosigmoid and the left side 
of the vaginal roof. 


clearing of 


Our proctologist expressed the firm 
belief that self-closure could be achieved 
if certain basic principles were observed: 
They were intestinal for 
which he recommended aureomycin in 
the beginning and later sulfathalidine, 
both in full dosage; reduction of intra- 
luminal pressure by control of diet and 
flatulence together with maintenance of 
semi-solid stools, encouragement of 
granulation by gentle packing from the 
vaginal side. The opening in the vagina 
was to be insufflated with powdered 
aureomycin before daily application of 
the packs. 

This attempt to close the fistula with- 
out operation began on the eighth day 
after operation. The vaginal routine was 
followed daily for the first two weeks 
and on alternate days for the next four. 

Our hopes for spontaneous closure 


antisepsis, 


rose and fell with the amount of drain- 
age found on succeeding packings. After 
several days of apparent progress there 
would be instances of standstill or even 
regression. It was not until the beginning 
of the sixth week that we could see that, 
at long last, the fistula was about to 
close. 

Following her release from the hospi- 
tal on the fifteenth day, she rceived all 
subsequent care in the office. 

Finding a satisfactory deodorizer to 
mask the horrible odor that engulfed 
the room when the packings were re- 
moved, proved quite taxing. Everything 
we tried failed. At the suggestion of an 
enterprising housewife we tried burnt 
ground coffee and to our joy and satis- 
faction it worked. When the fumes from 
the burning coffee cleared away, the 
room was free of all disagreeable odors. 


Pathological Diagnosis 


1. Leiomyomata, uterine 
. Chronic cervicitis 


Ww bdo 


. Salpingitis isthmica nodosa 
. Cystic hyperplasia of the end>- 
metrium 


aS 


~ 


5. Cystic ovaries 
6. Endometriosis of the ovaries 
With the exception of the first, all 
subsequent stool cultures were negative 
for organisms. 


Comments 


Tissue histologically and_physio- 
logically akin to the endometrium is 
sometimes disseminated throughout 
the pelvis, giving rise to the con- 
dition called endometriosis. 

This tissue is strongly suggestive of 
malignancy in its behavior but its 
dependence upon the ovarian hor- 
mones belie the invasive mimicry. 


With the possible exception of can- 
cer and tuberculosis there is perhaps 
no other lesion that makes dissec- 
tion within the pelvis more hazard- 
ous. 

There dis- 
ease is identified in lesions of proven 
malignancy. Its well known associa- 
tion with fibroids is an every-day oc- 


are times when this 
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currence. Payne’ reported that sixty- 
four percent of the cases of endome- 
triosis studied by him were in rela- 
tionship to myomas. It appeared as an 
isolated lesion in only nineteen per- 
cent of the cases reviewed. 

Of all pelvic organs and structures, 
ovarian substance offers the most fer- 
tile soil for the development of endo- 
metriosis. Twenty-eight percent of the 
disease is bilateral, thirty-six percent 
unilateral. 

Though various parts of the rectal 
wall may be involved, the mucosa 
invariably escapes. Increasing consti- 
pation, replaced by “menstrual diar- 
rhea, pressure and pain are rarely 
accompanied by rectal bleeding as a 
manifestation of the disease. The 
rectum may become puckered with 
hard nodules bearing dark or bluish 
cysts in the center. 

Although this puckering of the 
smooth muscles of the intestinal wall 
may develop to the point where par- 
tial or complete obstruction ensues, 
there is never a true annular con- 
struction such as one finds in carci- 
noma. Absence of mucosal involve- 
ment and a 


true “napkin-ring” 


constriction are the main differences 
between the two diseases as they 
affect the rectosigmoid. 

Before the dependence of the rectal 
lesions upon the continued elabora- 
tien of the ovarian hormones were 
fully understood, many more colo- 
stomies and posterior resections were 
done than is true today. 

The formation of a fistula is easy 
in areas of trauma and decreased 
vitality. The appearance of the lesion 
in the early post-operative period 
suggests that a tear in the gut had 
been allowed to go unrepaired, or 
that so much damage had been done 
to the blood supply that necrosis and 
fistula followed. 

The procedure followed in encour- 
aging spontaneous closure is worthy 
of further trial when these lesions are 
unfortunately created. 


Note: I wish to express my gratitude 
to Dr. Robert S. Wilkinson of the 
Proctology Department for his help 
and encouragement in the manage- 
ment of this case. 


211 West 140 Street 


Resumen 


Tejido similar histolégica y fisi- 
olégicamente al endometrio se en- 
cuentra a veces diseminado a traves 
de la pelvis dando lugar a la endo- 
metriosis. 

Este tejido es parecido al cancer 
en su actuacioén, pero su dependencia 

3. Payne, F. L., The clinical aspects of pelvic 


endometriosis Am. J. Obst. & Gynec. 39:373, 
1940. 
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de las hormonas ovaricas aclaran su 
tendencia invasora. Con la excepcion 
de la tuberculosis y el cancer, no ex- 
iste otro padecimiento que haga mas 
peligrosa la diseccién en la pelvis. A 
veces se identifique este padecimiento 
en lesiones malignas comprobadas. Es 
un practica diaria el encontrar a esta 
lesién asociada con fibromas. Payne 
reporta que el 64% de los casos de 
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endometriosis estudiados por el esta- 
ban asociados con miomas. Se _ pre- 
sent6 como lesién aislada en solo el 
19% de los casos revisados. 

De todos los organos y estructuras 
pélvicas, el tejido ovarico ofrece el 
terreno mds fértil para el desarrollo 
de la endometriosis. 28% de los casos 
el padecimiento es bilateral, 36% 
unilateral. 

Aunque varias partes de la pared 
del recto pueden estar incluidas, la 
mucosa invariablemente escapa. Au- 
menta la constipacién y es reempla- 
zada por diarrea menstrual, rara vez 
se encuentra presién o dolor acom- 
panado por sangrado rectal como 
manifestacién del padecimiento. El 
recto puede estar lleno de nédulos 
duros conteniendo quistes oscuros o 

zulosos en el centro. Esta invasion 
de la musculatura lisa del intestino 
puede aumentar hasta el punto de 
producir obstrucciones parciales o 
totales, nunca existe 


pero una es- 


tenosis anular como la que se encu- 
entra en el carcinoma. La ausencia de 
ataque a la mucosa y la estenosis en 
verdadero anillo de servilleta son las 
principales diferencias de los dos 
padecimientos en su ataque al recto- 
sigmoide. 


Antes de que se conociera perfecta- 


mente la relacién existente entre las 
lesiones rectales y la continua ela- 
boracién de hormona ovarica, se 
practicaron muchas mds colostomias 
y resecciones que en la actualidad. 
En la formacion de una fistula es 
facil en zonas traumatisadas 
vitalidad disminuida. La apariencia 
de la lesién en los primeros dias 


con 


postoperatorios sugiere una herida no 
suturada del intestino, 0 que se ha 
lesionado en tal forma la irrigacién 
que se presenta necrosis y fistula. 
Debe intentarse el procedimiento 
seguido para obtener la cicatrizacién 
espontanea en los casos en que éstas 
lesiones desafortunadamente existen. 
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FEATURING * 
PROXIMAL AND DISTAL LIGHTING* 


This instrument was designed for use bv the skilled 
proctologist to carry out a thorough examination Aare | 
when indicated, to obtain a specimen for microscopic 
examination. 

Proximal and distal’ lighting permits positive 
identification and evaluation of small lesions 
in the rectum. 

The Modified Turell Sigmoidoscope hasalso 
proven to be very useful to the general prac- 


THE 
INSTRUMENT CONSISTS OF: 


titioner, the internist and the general 
surgeon in making a thorough routine 

physical examination. e A calibrated tube of light non- 
corrosive metal with distal end 
‘ rounded and smooth for ease of 


introduction 


Cat. No. 4620 


Sizes varying: 7.5 cm to 25 cm in length 
1.6 cm to 2 cm in diameter 
eA metal suction tube attached to the in- 
terior of the tube for inflation ang ferosrtareye) 
e A light carrier that provides both distal and 
proximal illumination 
e A metal cap on the proximal end of the light carrier 
containing a low power magnifying lens, fits snugly 
into the proximal end of the tube to produce hermetical 


fateritine 


e An obturator 


The simplicity of design, excellent workmanship 
and low purchase price combine to establish the 
popularity of the Modified Turell Sigmoidoscope. 


See Your Dealer 
or 
*Designed by Dr. Robert Turell 1948 Write for Information 





ESTABLISHED IN 1900 ~ bb, Aue BY REINHOLD WAPPLER 


FREDERICK J. WALLACE, President 


American (ystoscope Makers, Ine. 


8 PELHAM PARKWAY PELHAM MANOR, NEW YORK 





Newer Medicinals 


Cortisporin Lotion, Burroughs, Well- 
come & Co. (U.S.A.) Inc., Tuckahoe, 
New York. Each cc. contains 10,000 
units Aerosporin brand Polymyxin 
B sulfate, 5 mg. neomycin sulfate, 
and 10 mg. hydrocortisone. Indicated 
for pustular acne, various dermatitis 
conditions, infantile and nummular 
eczema, intertrigo, anogenital pruri- 
tus, and plastic and anorectal surgery. 
Use: Apply to the area to be treated 
as often as needed. Sup: Plastic 
squeeze bottles of 10 cc. 


Doxical, Lloyd Brothers, Inc., Cincin- 
nati, Ohio. Red capsules containing 
240 mg., or pink capsules containing 
90 mg. calcium bis-(dioctyl sulfo- 
succinate). Indicated as a fecal soft- 
ening agent in constipation, possess- 
ing twice the surfactant activity of 
the older compound, dioctyl sodium 
sulfosuccinate. Dose: Adults, 1 red 
capsule daily; children, 1 to 3 cap- 
sules daily. Sup: Red capsules in bot- 
tles of 15 and 100. Pink capsules in 
bottles of 30 and 100. 


Doxidan, Lloyd Brothers, Inc., Cincin- 
nati, Ohio. Maroon capsules, each 
containing 50 mg. of 1,8-dihydroxy- 
anthraquinone and 60 mg. calcium 
bis-(dioctyl 
cated as an aid in the treatment of 
temporary constipation. Dose: As di- 
rected by physician. Sup: Bottles of 
30 and 100. 


sulfosuccinate). Indi- 


Sons. Division of Olin-Mathieson 
Chemical Corp., New York, New 
York. Each cc. contains 1 mg. tri- 
amcinolone acetonide, 2.5 mg. neomy- 
cin base, and 0.25 mg. gramicidin. 
Indicated for atopic, seborrheic, or 
contact dermatitis, neurodermatitis, 
and other eczematous dermatoses 
amenable to topical corticosteroid- 
antibiotic therapy. Use: Rub into af- 
fected area 2 or 3 times daily. Sup: 
Plastic squeeze bottles of 7.5 cc. 


Senotab, The Purdue Frederick Co.. 


New York, New York. Coated tablets, 
each containing the equivalent of 10 
mg. sennasides A and B. Indicated 
for treatment of acute and chronic 
constipation. Dose: 1 or 2 tablets be- 
fore retiring. Sup: Bottles of 50. 


Triburon and Triburon-HC, Roche 


Laboratories, Division of Hoffmann- 
La Roche, Inc., Nutley, New Jersey. 
Indications: For prevention and con- 
trol of primary and secondary skin 
and wound infections such as pyo- 
dermas, infected dermatoses, postular 
folliculitis and infected burns. Tribu- 
ron-HC indicated for these same in- 
fections when the anti-inflammatory, 
antipruritic action of a steroid is de- 
sirable. Application: Rub gently on 
affected area 3 or 4 times daily. Sup: 
Triburon Ointment 0.1% in tubes of 
1 oz. and jars of 1 lb. Triburon-HC 
Ointment containing Triburon 0.1% 
plus hydrocortisone 0.5% in tubes 








Kenalog-S Lotion, F. R. Squibb & of 5 Gm. and 20 Gm. 
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pantothenylol, in water-miscible, pleasant cream base 


both PANTHO-F 0.2% ...and PANTHO-F regular 


rapidly allays inflammation = 


. es . simple hemorrhoids 
relieves pain, itch, swelling 
pruritus ani 
checks oozing and edema 
eczemas 


promotes smooth granulation rectal irritation 


accelerates healing simple fissures 


PANTHO-F 0.2% in tubes of 15 Gm. and 2 oz.; 1 Ib. jars 


* 
PANTHO-F (regular) in 5 Gm. and 20 Gm. tubes. 


Samples and literature on request. 


u. S. Vitamin corporation + PHARMACEUTICALS 
(Arlington-Funk Laboratories, division) e 250 East 43rd Street, New York 17,N. Y. 








BOOK REVIEWS 


“PHYSIOLOGY OF SPINAL ANESTHESIA" by 
Nicholas M. Greene, B.S., M.A., M.D., Pro- 
fessor of Anesthesiology and Lecturer in 
Pharmacology, Yale University School of 


Medicine; Director of Anesthesia, Grace- 


New Haven Community Hospital. Published 
by the Williams & Wilkins Company, 1958. 
Price $6.00. 


A study of basic physiology and pharma- 
cology is essential in every field of medicine. 
The present volume emphasizes the basic 
physiology to the advantage of clinical applica- 
tion in anesthesiology. 

The review and evaluation of reports dealing 
with the physiological response to spinal anes- 
thesia or to surgery performed under spinal 
anesthesia is very complete and well presented. 
The author has not reviewed purely clinical 
articles on spinal anesthesia. 

The text is undoubtedly a fine contribution 
to the basic literature in this field. This re- 
viewer is completely in agreement with the 
author that spinal anesthesia cannot be prop- 
erly utilized unless its physiological effects are 
understood and its physiological limitations ap- 


preciated. The study of the effects of denerva- 
tion as presented in this book extends our 
understanding of human physiology. 

The book should be known to anesthesiolo- 
gists, and available in every hospital library. 


“EMERGENCY SURGERY" by Hamilton Baily, 
F.R.C.S., (England), F.A.C.S., F.R.S.E., Emeri- 
tus Surgeon, Royal Northern Hospital, 
London; Consulting Surgeon, the Italian 
Hospital; General Surgeon, Metropolitan 
Ear, Nose, and Throat Hospital; Vice-Presi- 
dent of the International College of Sur- 
geons; formerly Hunterian Professor, Royal 
College of Surgeons of England, and External 
Examiner in Surgery, University of Bristol. 
Seventh Edition. Published in Baltimore by 
the Williams and Wilkins Company, 1938. 
Price $32.50. 


The Seventh Edition of this unusually com- 
plete text continues the tradition of previous 
editions. Every surgeon should have reliable 
information on hand for immediate use in the 
event of emergencies. Obviously, therefore, this 
book should be in every emergency room, as 
well as on every surgeon’s desk. 

The present edition has been carefully re- 
vised and is brought up-to-date in every way. 


2. Fu LLER SHIELD 


— protects clothing and linens 


Fuller Shields are professionally designed 
to give your patients security and reassur- 


ance. 


Prescriptions should usually be for two or 
more Fuller Shields so that one can be worn 
while the other is being laundered. 


Your hospital or pharmacist 


Durable, absorbent cotton @ 
Soft rubberized lining @ 

Wide, comfortable waist-band @ 
Hook fastener @ 

Fits sizes 24-42 @ 





can order direct from— 


PHARMACEUTICAL COMPANY 


3108 WEST LAKE STREET, MINNEAPOLIS 16. MINNESOTA 
Write for Free Inspection Sample 
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There has been an extension of material 
on diagnosis and differential diagnosis, al- 
though the emphasis continues to be placed 
on treatment. 

One of the special features of this book, 
particularly admired by this reviewer, is the 
fact that when surgery is required, only one 
method is described. This eliminates the prob- 
lem of choice, often between older, more ob- 
solete methods and the more modern technique 
advocated by the author, Emergency surgery 
does not lend itself to time for study and 
choice between methods. 

The book does not include any material on 
closed fractures of the extremities. However, 
any good orthopedic textbook will supplement 
this need. 

The illustrations are excellent, very com- 
plete, and there are many in full color. 

The authors who have contributed to the 
new chapters and the revision of chapters are 
all highly authoritative surgeons and writers. 

In general, we may say that this book is a 
clasic contribution by British Surgeons. 


“PRINCIPLES OF INTERNAL MEDICINE" 
edited by T. R. Harrison, Raymond D. 
Adams, Ivan L. Bennett, Jr., William H. 





Resnik, George W. Thorn, M. M. Winrobe. 
Third Edition. Published by the McGraw- 
Hill Book Company, Inc., The Blakiston Divi- 
sion, 1958, New York, Toronto, London. Price 
$18.50. 


This is an exceptionally fine text of internal 
medicine. The contributors are all highly 
authoritative clinicians and teachers. 

The medical student will find that this text 
presents the study of internal medicine pre- 
cisely the same as it has been offered to him 
during his course of medical instructions. The 
general practitioner and the internist will also 
find the presentation very useful. The clinician 
will be particularly pleased with the re-writing 
of the sections on the circulatory and pul- 
monary systems, and the excellent material in 
the section on disorders of the nervous func- 
tion. 

There has been much re-writing, and the 
material throughout the book is up-to-date. 

The editing shows an unusual degree of 
cooperation between the individual authors 
and the editor-in-chief (T. R. Harrison). The 
book is well integrated, very well presented, 
adequately but not extensively illustrated. 

It is a classic teaching textbook and will be 
a valuable reference work for every physician. 
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